W e praise Williams and Dahnke
1 for initiating a discussion on the very important subject of ethical issues surrounding the withdrawal of extracorporeal membrane oxygenation (ECMO) in their article published in the October 2016 issue of Critical Care Nurse. When the intensive care unit (ICU) staff believe that ongoing ECMO is no longer appropriate, yet the patient's surrogate decisionmaker wishes to continue life support, there are often tensions between staff and the patient's family, and indeed among clinicians. Such disagreements can lead to moral distress, distrust, and fractured communication.
When making value-laden treatment decisions, clinicians and patients' families should start by employing a shared decision-making process. The Society of Critical Care Medicine (SCCM) and the American Thoracic Society (ATS) have defined shared decision-making in the ICU:
Shared decision making is a collaborative process that allows patients, or their surrogates, and clinicians to make healthcare decisions together, taking into account the best scientific evidence available, as well as the patient's values, goals, and preferences. 2, 3 Further, SCCM and ATS state that clinicians should engage in a shared decision-making process to define overall goals of care (including decisions regarding limiting or withdrawing life-prolonging interventions) and when making major treatment decisions that may be affected by personal values, goals, and preferences. 2 When faced with a decision to withdraw ECMO, clinicians and patients' families should share in the decision-making process. Some families may wish to share the responsibility and burden of decisionmaking relatively equally with clinicians, which can be appropriate. Other families may wish to make such decisions with significant independence, which can also be appropriate. 2 Still other families may choose to cede authority for the decision to the clinicians, and in such cases clinicians may use an informed nondissent model of decisionmaking, which can also be appropriate. 2, 4 Both SCCM and ATS provide significant guidance for facilitating shared decision-making. 2 At times, however, the shared decision-making process breaks down, and clinicians and families cannot find a mutually agreeable course of action. In such cases, questions regarding appropriate treatments and futility may arise.
When discussing such difficult cases, it is imperative that clinicians, ethicists, family members, and others use a common terminology to ensure that we all fully understand one another. Recently, the American Association of Critical-Care Nurses (AACN) in collaboration with SCCM, ATS, the American College of Chest Physicians, and the European Society of Intensive Care Medicine, officially endorsed specific terminology that should be used when discussing such cases. 5 Although some continue to use a variety of terms when considering such conflicts, use of the official multiorganization-approved terminology is important.
The 5 major critical care organizations, including AACN, have agreed that the following terminology should be used 5 : • The term futile should be used only in the rare circumstance that an intervention simply cannot accomplish the intended physiological goal. Clinicians should not provide futile interventions and should carefully explain the rationale for the refusal.
• The term potentially inappropriate should be used, rather than "futile" to describe situations in which treatments have at least some chance of accomplishing the effect sought by the patient, but clinicians believe that competing ethical considerations justify not providing them. Clinicians should communicate and advocate for the treatment plan that they believe is appropriate. Requests for potentially inappropriate treatment that remain intractable despite intensive communication and negotiation should be managed by a fair process of dispute resolution.
• Legally proscribed treatments are those that are prohibited by applicable laws, judicial precedent, or widely accepted public policies (eg, organ allocation strategies). In responding to requests for legally proscribed treatments, clinicians should carefully explain the rationale for treatment refusal.
• Legally discretionary treatments are those for which there are specific laws, judicial precedent, or policies that give physicians permission to refuse to administer them. In responding to requests for legally discretionary treatments, clinicians should carefully explain the rationale for treatment refusal. The 5 major critical care organizations agreed that the term futile should be used only in cases of strict physiological futility and that the term potentially inappropriate should be used in cases where there are value-based disagreements regarding appropriate interventions. 5 The
Clinicians may judge an intervention with no reasonable likelihood of returning a patient to normal functioning or consciousness as a futile therapy that should be stopped, while the patient's family may judge the fact that the intervention keeps the patient alive (even if only in a biological sense) as confirmation that the therapy is not futile.
In this case, there is a value-based disagreement between the clinicians and the family. Specifically, the clinicians believe that it is inappropriate to keep the patient alive with no reasonable expectation that the patient's neurological function will improve sufficiently to allow the patient to perceive the benefits of treatment. In contrast, the family believes that keeping the patient alive is a good unto itself, regardless of the expected neurological outcome.
Based on the multiorganization statement and the SCCM definition, the case described by Williams and Dahnke 1 would be considered a disagreement over potentially inappropriate treatment (not futility). Further, unless there is imminent risk of the ECMO circuit clotting or other emergent reasons to discontinue ECMO, the clinicians should redouble efforts to improve communication and work toward a mutually agreeable course of action while initiating the 7-step process for dispute resolution described in the following paragraphs.
The organizations emphasize the significant difference between disagreements over futile interventions and disagreements over potentially inappropriate treatments, specifically because there are important ethical differences between such disagreements and because such disagreements should be handled differently.
When families request interventions that are futile, the organizations agree that clinicians ought to decline to provide such interventions. Clinicians should work to improve communication and help patients' families understand why such interventions will not be provided; however, because such interventions are futile, there is no requirement for a fair-process approach to conflict resolution (because this is a medical determination).
In contrast, value-based disagreements over potentially inappropriate treatments require a fair-process approach for conflict resolution. Because such decisions rely on both technical medical expertise and a valueladen claim, rather than strictly a technical judgment, such decisions must be considered preliminary (hence the term potentially inappropriate) until reviewed under an appropriate mechanism. 5 The organizations agreed that under such circumstances, the following 7-step process should be followed: (1) enlist expert consultation to continue negotiation during the dispute-resolution process, (2) give notice of the process to surrogates, (3) obtain a second medical opinion, (4) obtain review by an interdisciplinary hospital committee, (5) offer surrogates the opportunity to transfer the patient to an alternative institution, (6) inform surrogates of the opportunity to pursue extramural appeal, and (7) implement the decision of the resolution process. Only when time pressures make it infeasible to complete all steps of the process and clinicians have a high degree of certainty that the requested treatment is outside accepted practice may clinicians refuse to provide the requested treatment, and they should still complete as much of the 7-step process as they can. 5 The organizations felt strongly that such value-based disagreements require a process-based approach to ensure wide agreement with the clinician's decision. However, the organizations noted that in some cases time pressures make such a process impossible. The SCCM therefore published a definition of inappropriate treatment for use in such time-pressured cases. The SCCM definition states:
ICU interventions should generally be considered inappropriate when there is no reasonable expectation that the patient will improve sufficiently to survive outside the acute care setting, or when there is no reasonable expectation that the patient's neurological function will improve sufficiently to allow the patient to perceive the benefits of treatment.
Further, SCCM states that this definition should not be considered exhaustive or obligatory, noting that there will be cases in which life-prolonging interventions may reasonably be considered inappropriate even when this definition is not met and that even when the definition is met, clinicians may choose to provide ongoing lifeprolonging interventions. SCCM notes that decisions regarding whether specific interventions are inappropriate should be made on a case-by-case basis. 6 We welcome ongoing discussion of the ethical aspects of limiting and withdrawing life-prolonging interventions. When clinicians and patients' families disagree about the best course of action, clinicians are obligated to work diligently to find common ground and a mutually acceptable approach. When discussing such cases, use of standard terminology approved by all major critical care organizations is now indicated. Use of the term futility in its past broad context can lead to confusion, mistrust, and suboptimal communication. It is time to retire use of term futility in situations of valueladen disagreements regarding potentially inappropriate treatments. &&1
